SUMMARY
In 2001, a collaborative Physical Activity Prescription Programme (PAPP) was started in Finland to increase physical activity (PA) counselling among physicians, especially in primary care. This article describes the initiation, implementation and evaluation of PAPP.
Five actions were implemented to reach the programme goal: (i) developing a counselling approach for physicians; (ii) providing easy and open access to counselling material; (iii) facilitating physicians' uptake and adoption of the counselling approach; (iv) disseminating information about the counselling approach to physicians, health and exercise professionals and decision-makers and (v) raising financial resources to cover programme expenses. Evaluation was based on the dimensions of the RE-AIM framework: reach, effectiveness, adoption, implementation and maintenance. Effectiveness and adoption were evaluated with two questions added to the annual survey of the Finnish Medical Association to all practising physicians in the year 2002 (n ¼ 16 692) and 2004 (n ¼ 17 170).
The 4-year PAPP was successful in reaching health care units (Reach), accomplishing most of the implementation actions (Implementation) and initiating local projects for institutionalizing the prescription-based counselling approach, 'Prex' (Maintenance). However, at the national level, the programme was not effective in increasing the frequency of asking about patients' PA habits (Effectiveness) or the frequency of using 'Prex' or other written material in PA counselling among physicians (Adoption).
To improve the latter two, the duration of the programme would have had to be extended with more effort at strengthening physicians' confidence in PA counselling and knowledge about its effectiveness. Also, a more systematic approach would have been necessary to facilitate inter-sectoral network for adopting 'Prex' as a counselling tool at the local level.
INTRODUCTION
In 2001, a collaborative Physical Activity Prescription Programme (PAPP) was started in Finland to increase physical activity (PA) counselling among physicians, especially in primary care. The ultimate aim of the programme was to promote the health-enhancing PA (U.S. Health and Human Services, 1996) of sedentary patients thereby preventing and reducing possible health problems related to physical inactivity. Physicians' role was emphasized, because (i) their services were used by 82% of the population yearly (Helakorpi et al., 2005) ; (ii) fewer than 30% of physician appointments included PA counselling according to Health Promotion International, Vol. 22 No. 1 # The Author (2006) . Published by Oxford University Press. All rights reserved. doi:10.1093/heapro/dal040
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For Permissions, please email: journals.permissions@oxfordjournals.org Advance access publication 29 November 2006 both national (Miilunpalo et al., 1995) and international studies (Podl et al., 1999; Anis et al., 2004) and (iii) physician-based PA counselling was shown to be effective in increasing patients' PA at least in the short term (Calfas et al., 1996; Swinburn et al., 1998; Smith et al., 2000) . The latter finding has been confirmed in more recent systematic reviews (Morgan, 2005; Hillsdon et al., 2005a) .
The basic idea for PAPP was adapted from physician-based counselling interventions such as PACE in the United States (Patrick et al., 1994) , Active Practice in Australia (Smith et al., 2000) and Green Prescription in New Zealand (Swinburn et al., 1998) . Similar programmes have also been conducted in Europe, for instance in the UK (Department of Health, 2001 ) and in Sweden (www.blifysisktaktiv.nu). In most of the cases, the purpose was that the prescription, especially after having been proven scientifically effective, would become routine practice in primary health care. However, dissemination of prescriptions or other health promotion practices have seldom been reported (Oldenburg et al., 1999; Eakin et al., 2005) . The purpose of this report is to remedy part of this deficit.
At first, the initiation of PAPP is described (Figure 1) . Secondly, actions to reach the programme goal (Implementation) are illustrated. Thirdly, an evaluation based on the RE-AIM framework (Glasgow et al., 1999) including five dimensions-reach, efficacy/effectiveness, adoption, implementation and maintenance-is reported ( Table 1 ). The content of each dimension is explained with clarifying questions, which in this report are modified for PAPP and described in Figure 1 along with an overview of PAPP. 
INITIATION
Since 1995, several actions have been accomplished to include PA in national health policies and recommendations in Finland (Stå hl et al., 2002) . Thus, in early 2001, when PAPP was initiated, the outlook for PA promotion was favourable and all five organizations invited by the initiator, the Finnish Rheumatism Association, agreed to participate (Figure 1 ). The partnership of the Finnish Medical Association (FMA) was important because 94% of physicians are members. From each organization one or two members belonged to the steering group, which was supported by a management group including one management person from each organization. A full-time programme coordinator was employed-other members used their regular working hours for the programme. PAPP was planned to last for 3 years (2001 -2003) due to the funding practices of the major financer, the Ministry of Social Affairs and Health.
The programme goal was set to increase PA counselling among primary-care physicians working in municipal health centres (MHC), occupational health care (OHC), private clinics and rehabilitation centres. Physicians working in hospitals were a secondary target group due to the more acute nature or higher specialization of their tasks.
IMPLEMENTATION
Developing a counselling approach for physicians A prescription form was chosen as the counselling approach due to time limits in physicians' appointments, differences in physicians' skills in providing counselling (Abramson et al., 2000; Ainsworth and Youmans, 2002) and encouraging results from the effectiveness studies mentioned earlier.
The prescription was to guide physicians to 'good counselling principles', derived from studies on health behaviour change (Prochaska and Velicer, 1997) , implementation of PA counselling (Laitakari and Miilunpalo, 1998) and effectiveness of PA counselling in primary care (Eakin et al., 2000) . In the autumn of 2001 two prescription forms, a user's guide and a training protocol were produced and tested in a pilot study involving three MHC and two OHC units with 58 physicians. The final version of a form, 'Prex' (www.liikkumisresepti.fi/physical activity prescription), was launched in February 2002 at a national medical congress. The counselling principles of 'Prex' can be applied to the framework of 5 A's construct recommended for counselling in a health care setting Goldstein et al., 2004) . In 'Prex', the assessment of current PA habits and statement on the sufficiency of PA represent 'assess' and 'advice', goal setting and instructions 'agree', and additional advice and monitoring 'assist' and 'arrange'. Cooperation with municipal exercise services was emphasized as proposed recently (Hillsdon et al., 2005b) . A 10-page booklet, 'User's Guide', was prepared to enhance the adoption of the principles in clinical practice.
Providing easy and open access to the counselling material The web pages for PAPP (www.liikkumisresepti. net) were opened in February 2002. Requests for printed material provided free of charge were dealt by one person in FMA. One 'User's Guide' was attached to the block of 20 prescriptions. At the request of physicians, a PA-log for follow-up purposes was developed and printed. The need for an electronic 'Prex' soon became evident, especially in OHC, where majority of patient data is in electronic form. Negotiations with two companies producing and maintaining the two leading electronic patient record systems in Finland were started in 2002. In the meantime, a pdf form was attached to the PAPP website. Also, demo-software was produced for personal computers to speed up the negotiations and to make the installation of 'Prex' possible for health care units maintaining their own electronic records.
Facilitating the uptake and adoption of the counselling approach Training, recruiting of an opinion leader and producing evidence on the effectiveness of 'Prex' were seen as primary approaches to lower the threshold for physicians' uptake of 'Prex'. The training protocol included two modes: (i) peer-training (4 h) for physicians who were interested in introducing 'Prex' to their colleagues and (ii) user's training (45 or 90 min), which the peer-trainers then arranged for their colleagues and local health care and exercise professionals. In both trainings the physicians practiced in completing 'Prex'. Two members from the steering group provided the peer-training. The target was to recruit 15-30 peers from all parts of the country mainly by advertisements in medical journals. The peertrainers were provided with transparencies and PowerPoint presentation as well as with an overview of PA in various diseases, which was replaced in 2004 with an evidence-based web review (Kukkonen-Harjula and Vuori, 2004) . Peer-trainers' contact information was attached to PAPP websites.
Disseminating information about the counselling approach to physicians, health and exercise professionals and decision-makers The role of the PAPP members and their networks was to introduce 'Prex' in national and local health promotion meetings and events and in professional journals for health care and exercise specialists. Events arranged for physicians were given top priority but inter-professional meetings at the community and municipal level were also valued for the facilitation of local 'Prex' projects. The members of PAPP involved in national health policy decision-making were to advocate 'Prex' in health promotion meetings. Also, collaborators were searched for disseminating information to medical students.
Raising financial resources to cover PAPP expenses The Finnish Rheumatism Association, as coordinator, was responsible of applying of funds for the programme, allocating it according to the needs (e.g. materials, peer-training, salary of the programme coordinator) and making the annual action plans and reports to the financial supporters.
EVALUATION Reach
A total of 3048 blocks of prescriptions had been delivered by the end of 2004, 50% of them to MHC, 15% to OHC, 24% to local projects and 11% to hospitals, private clinics and rehabilitation centres. The number of MHC requesting material was 96, representing 34% of all the centres, the southern and western parts of Finland being the most actively interested. Regarding OHC the coverage was 7%.
Effectiveness A question 'How many of your patients do you ask about their PA habits?' adopted from Laitakari et al. (Laitakari et al., 1989) Table 1 .
In examining the change between the years, answer categories (i) -(iv) were combined and only those (n ¼ 9435) responding at both surveys were included. The proportion of physicians asking at least one out of three of their patients about PA habits was 64.9% in 2002 and 66.8% in 2004. Because of the large sample size this change of 1.9% units (95% CI 1.1-2.8) is statistically significant. Similar changes were found in all subgroups except for the youngest age group and those working in private clinics and OHC (Table 2) . However, the clinical relevance of the quite modest changes can be questioned.
Adoption
Another question 'To how many patients do you give 'Prex' or other written material to support verbal advice on PA?' was added to the FMA surveys in 2002 and 2004. The response alternatives, re-categorizing of the responses and the inclusion of the respondents (n ¼ 8629) were the same as for the previous question. The proportion of physicians using 'Prex' or other written material in PA counselling with at least one out of three patients was 12.2% in 2002 and 11.0% in 2004, indicating a statistically significant decline of 1.3% units (95%CI 22.0 to 20.5). The decrease can be seen in both genders and in the youngest and oldest age groups as well as in physicians working in MHC (Table 3) . Again, the declines seem quite modest from the clinical point of view.
Implementation

Developing a counselling approach for physicians
The counselling approach developed seemed credible and acceptable: It was justified due to its resemblance to drug prescriptions, was developed in conjunction with physicians in a pilot study, was based on the prevailing evidence on health-enhancing PA and PA counselling, and the compliance with the counselling principles was enhanced with a 'User's Guide'. In the further development of 'Prex', however, PAPP was not as successful: Negotiations with the electronic patient record system producers were prolonged and finally abandoned due, according to the producers, to insufficient customer demand. A physician-based physical activity promotion programme 23
Providing easy and open access to the counselling material For 'Prex' requests, PAPP was able to use the FMA, which was considered a well-established, well-known and reliable channel among physicians. The unexpectedly large number of requests illustrates that the material was easy to find and accessible. 
DISCUSSION
PAPP was successful in reaching the health care units (Reach), in accomplishing most of the implementation actions (Implementation) and in facilitating the initiation of local projects (Maintenance). However, at the national level among physicians, no increase from 2002 to 2004 could be observed in the frequency of asking about patients' PA habits (Effectiveness) or in the frequency of using 'Prex' or other written material in PA counselling (Adoption). As stated by Glasgow et al. (Glasgow et al., 2002) differences in the outcomes of different dimensions are typical and from the public health point of view, it may sometimes be more essential, for example, to select a programme with high reach and low effectiveness rather than the one with low reach and high effectiveness (Estabrooks and Gyurcsik, 2003; Eakin et al., 2005) . In PAPP, taking into account the short duration of the active phase (2 years) as well as the modest human and financial resources, reaching 34% of MHC can be considered successful. The strengths involved in implementation were the pilot study, the opportunity to use well-known and respected channels for disseminating the counselling material and the large network of peer-trainers. The primary drawback was the failure to negotiate electronic 'Prex' for patient record systems. From the maintenance point of view, the number of local inter-sectoral projects based on 'Prex' was encouraging because coordination is needed to achieve more permanent changes in clinical practices (Haines and Donald, 1998) .
The modest outcomes in effectiveness and adoption may refer to at least three problems in their evaluation. First, the time perspective may have been too short. Studies concerning clinical guidelines indicate that the adoption process is slow (Haynes and Haines, 1998) because numerous aspects influence health care providers' practices (Davis and Taylor-Vaisey, 1997) . Similar modest changes in physicians' PA counselling have been discovered earlier (Eakin et al., 2004) . Thus, possibility to add PAPP questions to FMA survey in 2007 should be explored.
Second, the survey data were based on physicians' self-reports, which may reflect what they should do rather than what they actually do (Brotons et al., 2005) impairing the ability of self-reports to detect clinically relevant changes. However, in the study of Laitakari et al. (Laitakari et al., 1989 ) the question proved quite conclusive in assessing health care professionals' counselling practices.
Third, the ultimate question is whether the implementation actions were selected appropriately for effectiveness and adoption. For effectiveness, more action may have been needed, especially at the beginning, to strengthen physicians' confidence in PA counselling and their knowledge of its effectiveness. The gaps in these are, after all, among the main barriers to physicians' counselling (Lawlor et al., 1999; Abramson et al., 2000) . Information about the above-mentioned issues could have been disseminated through channels capable of reaching the majority of physicians (e.g. professional journals), although it is conceded that information alone is not powerful in changing practices (Baro et al., 1998; Melin et al., 2005) . To be convincing, evidence about 'Prex' should have been available (Wang et al., 2005) . In this respect, the results of our effectiveness study (Aittasalo et al., 2006) came late.
In adoption, focusing on training seemed an appropriate approach, especially since physicians' peer-training seems effective (Davis and Taylor-Vaisey, 1997) . However, single training sessions were not enough to put 'Prex' into practice and to facilitate inter-sectoral cooperation at local level, as confirmed also in recent studies (Sims et al., 2004) . Introducing ways of collaboration in the user's training and supporting the participants to tailor their own strategy may have led to better results (Cifuentes et al., 2005; Woolf et al., 2005) . Furthermore, the administrators at the unit and district level should have been committed to 'Prex' and cooperation, which is supported by literature on clinical guidelines (Haines and Donald, 1998) . Local cooperation may also have created more pressure for electronic 'Prex'.
CONCLUSIONS
According to the evaluation framework of RE-AIM, PAPP was successful in reaching the health care units (Reach), accomplishing most of the implementation actions (Implementation) and initiating local projects for institutionalizing 'Prex' (Maintenance). However, the programme was not effective in increasing the frequency of asking about patients' PA habits or the frequency of using 'Prex' or other written material in PA counselling among physicians at the national level. To improve the latter two, the duration of the programme should have been extended and more effort should have been invested: (i) in strengthening physicians' confidence in PA counselling and knowledge about the effectiveness of PA counselling at the national level and (ii) facilitating inter-sectoral cooperation in adopting 'Prex' as a counselling tool at the local and regional level.
